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INTRODUCTION
Non-traumatic or spontaneous rupture of the urinary
bladder is rare. It is usually associated with bladder outlet
obstruction or bladder wall pathology [1–4]. Morbidity
rates are high due to its non-specific presentation and
delayed repair. This paper describes a case of spontaneous
extraperitoneal bladder rupture secondary to total uterine
prolapse. This is the first such case to be reported in the
literature to our knowledge.
CASE REPORT
An obese 61-year-old woman was admitted with a 4 h history of
total uterine prolapse and moderate suprapubic pain after a coughing fit.
She had a similar episode 8 years previously which was reduced
manually and had not recurred. Physical examination revealed a soft
abdomen with a large umbilical hernia and moderate lower abdominal
tenderness. Her prolapse was reduced manually, and a pessary and an
indwelling catheter were inserted. Heavily blood-stained urine was
drained. Serum creatinine was 0.08 mmol/l (0.05–0.10) and serum urea
was 4.8 mmol/l (3.0–8.0).
Her lower abdominal pain and tenderness progressed over the next
24 h and a contrast-enhanced computed tomography (CT) was performed.
The cystogram phase, with the catheter clamped, revealed a 1.5 cm
defect in the posterior bladder wall and extraperitoneal extravasation of
contrast medium (Fig. 1). These findings were confirmed on transvaginal
ultrasound.
This case demonstrated an extraperitoneal defect most probably a result
of ischaemic necrosis from direct pressure due to the prolapse. Less likely is
the possibility of trauma as a result of manual reduction.
As the defect in the bladder was extraperitoneal, the patient was
managed conservatively with a large bore catheter on free drainage.
Convalescence was unremarkable and her urine cleared within 3 days. The
indwelling catheter was removed after 2 weeks. Two months later she
remained well, apart from recurrent prolapses, whilst awaiting
hysterectomy.
DISCUSSION
Spontaneous rupture of the bladder is rare, whether
related to outlet obstruction or bladder wall pathology such
as chronic inflammation, infection or neoplasia. Bladder
rupture related to complete uterine prolapse is rarer still,
with only one other documented case, in which the rupture
was intraperitoneal. Most cases of bladder rupture are shown
to be intraperitoneal, as the bladder dome is the weakest
point [1,2].
Classically, patients with bladder rupture present with
sudden onset of lower abdominal pain, difficulties with
micturition and peritonitis. The urine may be blood stained.
Early on, symptoms may be non-specific requiring a high
degree of clinical suspicion [1–3]. Not uncommonly the
patient may pass urine normally. This may be a result of a
small tear being sealed over by detrusor spasm, omentum or
bowel [1,3].
Serum urea and creatinine may rise due to peritoneal
urine absorption. Cystography is the conventional mode of
diagnosis, looking for extravasation of contrast outside the
bladder, but has poor sensitivity [2]. CT cystography (Fig. 1)
has been shown to be useful [5]. Cystoscopy is not usually
indicated, as bleeding and clots impair visualization of a
defect.
Treatment depends on the type of rupture. If intraperito-
neal, surgical repair of the bladder wall is usually required
with suprapubic drainage for at least 2 weeks, and prophy-
lactic antibiotics [2]. Extraperitoneal rupture can be managed
conservatively with urinary catheterization for at least 2 weeks
to allow the defect to heal. Mortalities depend on the nature of
the underlying lesion and the period of delay in diagnosis, and
range from 24 to 47% [1].
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Fig. 1 – Computed tomography of the abdomen and pelvis showing a defect in the posterior bladder wall with extravasation of contrast medium.
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